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では，2006 年から 2010 年の 5 年間の平均で，死亡
率は，上行置換術 3.0％（4873 例中 148 例），弓部
置換術 5.9％（8734 例中 514 例），下行置換術 5.4％























た SG を使用していた．腹部用の SG に関しては，
2006 年 7 月に Cook 社の Zenith が承認され，2007
年 4 月から臨床使用が可能となった．胸部用の SG
としては，2008 年 3 月に Gore-Tex 社 TAGが始め
て本邦で承認を受け，その後，Cook 社の Zenith 






























よる下半身麻痺 1.4％ vs 4.9％，腎障害 5.9％ vs 










少なくとも 20 mmから 25 mmあることが要求され
る．SGの留置位置については，Zone 分類（Fig. 3）
が用いられる．腕頭動脈より中枢（上行大動脈）が
Zone 0，腕頭動脈直下から左総頸動脈までが Zone 
1，左総頸動脈から左鎖骨下動脈までが Zone 2，左
鎖骨下動脈末梢が Zone 3 とされ，胸部下行大動脈
は胸椎の高さで表現される．中枢側は，動脈瘤起始














行った上で SG を留置する hybrid TEVAR が行わ
Fig. 1　Thoracic stent graft available in Japan
The photographs of four thoracic stent grafts available 
in Japan are shown.
Fig. 2　 Number of surgery case for the descending thoracic aortic 
aneurysms from 1999 till 2011
Thoracic endovascular aortic repair increased dramatically after the 





を行った後，SGを留置し（Fig. 4-b），Zone 0 まで
SG を留置する為には，上行大動脈からこれら弓部
















への SGの隙間から血流が動脈瘤へ流入する gutter 
endoleak が生じる可能性が高いなど，適応すべき
Fig. 3　Zone classiﬁcation of stent graft deployment
Currently, zone classification is used to describe the 
position of stent graft deployment.
BCA: Brachiocephalic artery
Lt CCA: Left common carotid artery
Lt SCA: Left subclavian artery
CA: Celiac artery
SMA: Superior mesenteric artery
Fig. 4　Lt SCA and Lt CCA bypass without sternotomy
Bypass grafting for the arch vessels to deploy the 
stent graft just beneath left subclavian artery （a） or 
left common carotid artery （b）.
a : Rt Ax-Lt Ax bypass
b : Rt-Ax-lt CCA-lt Ax bypass
Rt Ax : Right axillar artery, Lt Ax : Left axillar artery, 
Lt CCA: Left common carotid artery
Fig. 5　 Debranching for BCA, lt CCA and lt SCA 
from the ascending aorta with sternotomy
Bypass grafting for the arch vessels from the ascending 
aorta to deploy the stent graft from the ascending 
aorta. This bypass grafting requires sternotomy.
BCA : Brachiocephalic artery, Lt CCA : Left common 






を維持する fenestrated SG であるNayuta（Fig. 7）
が本邦で開発され，2013 年 3 月に認可された．

































Group A（n＝ 49）   Group B（n＝ 13） Group C（n＝ 5） Group D（n＝ 15）
Age（year） 70.7 ± 12.4 76.5 ± 6.9 77.8 ± 5.1 72.7 ± 7.8
Female：male 9：40 4：9 2：3 7：8
Operation time（min） 73± 24 151 ± 38＊ 250 ± 37 299 ± 37
Extubation in
operating room
100％ 100％ 0％ 0％
Complication Sudden death Brain SMA none
（n＝ 1） infarction（n ＝ 2） thrombosis（n ＝ 1）




10.5 ± 2.7 10.7 ± 1.6 42.5 ± 13＊＊ 27.3 ± 9.3＊＊
There was no significant difference between any groups for age and female gender. Operation time was 
signiﬁcantly longer in Group B than Group A, however complication rate and postoperative admission period did 
not differ significantly. Operation time did not differ significantly between group C （Hybrid TEVAR with 
sternotomy） and standard surgical aortic arch replacement, however complication occurred more in group C than 
group D and postoperative admission period tended to be longer in group C than group D.
＊ : Group A vs Group B　p＜ 0.05, ＊＊ : Group A or Group B vs Group C or Group D　p＜ 0.05
Fig. 6　TEVAR for aortic arch with Chimney technique
Schema （a） and volume rendering reconstruction of 
postoperative enhanced CT of TEVAR for aortic arch 















ない B型急性解離に対する TEVAR に関しては，
議論が多く，内科的治療とTEVAR を比較した研
究が行われた12）．この研究では，発症から 2週間以























Fig. 7　Fenestrated stent graft （Nayuta）
Photograph and deployment image of fenestrated stent 
graft （Nayuta） are shown.
Fig. 8　 Stanford B acute aortic dissection. Number of surgical case 
and mortality from 1999 till 2011
There was no trend of the number of open surgical repair case for 
Stanford B acute aortic dissection, however TEVAR for Stanford B 
acute aortic dissection increased rapidly after 2008. Also mortality 




























Fig. 9　 Stanford B chronic aortic dissection. Number of surgical 
case and mortality from 1999 till 2011
As the trend of surgical case number for Stanford B acute aortic 
dissection, TEVAR for Stanford B chronic aortic dissection in-
creased. Again, mortality was signiﬁcantly lower in TEVAR.
Fig. 10　 Aortic event free rate of Stanford B aortic 
dissection
Ninety eight Stanford aortic dissection patients were 
classified in three groups depend on the status of 
false lumen: 36 patients with complete thrombosed 
false lumen （Group T）, 27 patients with partially 
thrombosed false lumen （expressed as ulcer like pro-
jection type） （Group U） and 35 patients with patent 
false lumen （Group P）. Aortic event free rale was 
signiﬁcantly better in Group T than Group P or Group 
U. There was no signiﬁcant diﬀerence for aortic event 
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